Best known for his psychiatric studies of the Aborigines of Australia, John Cawte here recalls the remarkable transformations of world psychiatry brought about by the psychopharmacological revolution of the mid 1950s. At 73 years of age, he is among the few psychiatrists today to have worked with the last of the lunatics, to have managed psychoses "at full bore." Today, as he puts it, such patients rapidly undergo "chemical lobotomies." For this book Cawte was able to recover his own pre-1955 case records, which had miraculously survived despite the dismantling of the Enfield Receiving House (in Adelaide, Australia), where he was director between 1951 and 1963. Built in 1922, Enfield was one of the post-World War I "receiving houses" designed to avoid admission to lunatic asylums ofthose with rapidly resolving psychoses. When Cawte took over Enfield, he had 40 beds each for men and women, and during 1951, there were 400 admissions. Interestingly, in that pretranquillizer era, the average stay was only 1 month: "the Receiving House taught one astonishing lesson -that many of the certified images of insanity are transitory, if you do not treat too much and make them worse" (p 64). Cawte details the management of the severely disturbed during the early 1950s. There were straitjackets, continuous water baths, and padded cells ("the walls were upholstered by heavy leather over stout padding; staff could remove panels ofpadding for cleaning"); and of course, electroconvulsive therapy (ECT) was a godsend, predating chlorpromazine by some 20 years:"I could not have run the Receiving House without it. It reducedthe craziness by half. It remedied many terrifying and life-threatening illnesses ... it was the first medical assault on thetradition ofBedlam" (p 17). Coma and subcoma insulin as well as surgical lobotomies were also sometimes helpful.
A striking feature of Enfield admissions was that many patientshad been overmedicated; referring physicians had often madeheroic attempts at calming the excited and obstreperous 705 using the sedatives ofthe day-bromides, barbiturates, paraldehyde, and chloral hydrate. Cawte likened the effects of these to those of alcohol; just as sudden withdrawal from alcohol could result in delirium tremens, so withdrawal after these overzealous attempts at calming could accentuate or even generate psychotic symptomatology.
Psychiatric training programs were in short supply in Australia in the 1950s. Psychiatry was the Cinderella ofmedical specialties; most physicians didn't want to think about psychiatric problems, and medical students received little encouragement to enter the field. Although there was a medical school in Adelaide (from which Cawte graduated in 1949), there was no organized psychiatric teaching program for prospective specialists. At the medical school, students received 12 hours oflectures in psychiatry and a single afternoon visit to Enfield. The lectures were given by an Adelaide psychoanalyst (Dr Harry Southwood) and were devoted to basic psychoanalytic principles. There was little time for descriptive psychiatry or for management and treatment of psychoses.
Cawte's attitude toward psychoanalysis is interesting. In 1949, no psychoanalytic institute was recognized in Adelaide. But with Dr Southwood, he was able to arrange an informal analysis, 3 hours weekly, which continued for almost 3 years. Cawte seems dubious about how much he profited from this experience. He remarks that he did not intend to practise as a psychoanalyst, which would have limited him to working with the affluent and least disabled, thus excluding treatment ofAborigines. He remarks also, "I am grateful to Dr Southwood as a person and an analyst. I renounced any ambition to practice in the trade of human riddles, as the result of contemplating some of my own. I did not have that kind of courage! Or optimism" (p 70).
Without denigrating the unquestioned improvements in the diagnosis and psychopharmacological management of psychiatric disorders since the 1950s, Cawte decries the current trend in psychiatry to discount the value of psychotherapy: some young psychiatrists, he says, "envy doctors who conduct general medicine. They'd like to practise speedily, like them, relieved ofall this talk! While still nailing up their brass plates as psychiatrists, they can impersonate physicians by learning up-to-date classification of mental disease, and then prescribing the recommended drug. All that is needed for the latter is regular perusal of the testimonials that drug houses display in the professional journals" (p 168). For these, psychiatry is a matter ofmedicating and forgetting. Cawte knows the other side to the story, however. Despite the doctor's version, that depression is a biological disorder, many patients know very well that it is because of their rage with their
The Canadian Journal of Psychiatry Vol 44, No7 spouse or because ofthe death oftheir loved one that they feel so bad and are so terrified. And they know that speaking of their private worlds in confidence may afford a measure ofrelief. Medication alone leaves them wanting.
The real pleasure ofthis book lies in its refreshing lack ofjargon, its honesty and simplicity, and its puncture of the balloons of political correctness. There is also a wonderful collection of case histories, with which all psychiatrists will immediately feel at home, despite the intervening years and technological developments. It is a thoughtful book and a wise one. It searnlessly connects our psychiatric past and present and forcefully brings to mind the fate of those who forget their own history.
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Neuroimaging and the Psychiatry ofLate Life was published in 1997. In terms ofprogress in the technology ofneuroimaging, this is no longer current. Nonetheless, the aim of this book is not to update the practicing clinician on the latest research fmdings but to help clinicians understand where each of the currently available neuroimaging techniques may be useful in the investigation of elderly psychiatric patients. The authors succeed extremely well in meeting this aim.
The book is divided into 3 parts. The first part is an examination of each of the currently available methods for neuroimaging. Thus chapters examine computed tomography (CT), magnetic resonance imaging (MRI) , single photon emission tomography (SPET) and positron emission tomography (PET), and electroencephalography and magnetoencephalography. The second and major part of the book deals with neuroimaging in specific psychiatric disorders of late life. These include aging in normal elderly persons, Alzheimer's disease (AD), vascular dementia, other dementia, delirium, affective disorders, and paranoid and schizophrenic disorders of late life. The third section of the book involves clinical guidelines that examine the indications for neuroimaging and help determine which scan should be given for whom, when, and why. This is a multiauthored book, edited by 2 well-known academics from Australia. The majority of authors are from the United Kingdom, but the United States, Australia, and Japan are also represented. All ofthe authors are well-recognized in their fields.
The first section ofthe book has 4 chapters, each ofwhich explains in an easy-to-understand manner both the rationale and the physics that underlie each technique. I also appreciated the fact that each of these chapters includes a wide range of examples for both normal and abnormal subjects and a sound discussion of the advantages and drawbacks of the techniques. The chapter on CT is particularly useful, and any clinician practising geriatric psychiatry would benefit from it. The chapter on MRI also explains very well the underlying physics that allow MRI to be such a useful technique and shows the effects ofvarying the image. Again, many MRI images were shown, illustrating many of the key diagnostic points. The chapter on SPET and PET is a good background reader but was not sufficiently critical ofthe drawbacks to the user of these techniques. Similar concerns apply to the chapter on electroencephalography and magnetoencephalography, which could have been significantly enhanced by illustrations of the various fmdings.
The major section of the book involves examining the use of neuroimaging in various conditions. As such, the first chapter deals with normal elderly individuals. This was a good review ofthe brain changes that occur with aging as well as those that may occur within specific brain structures. However, illustrations demonstrating the wide range of normal structures would have enhanced this chapter even further. The chapter on AD reviewed 3 areas: the typical structure and functional fmdings in AD, the discrimination between AD and normal aging, and the correlation between radiological and clinical fmdings. All imaging techniques, including functional imaging, were included. The clinician who reads this chapterwill certainly be well informed about the research evidence. However, this chapter did not primarily address many of thecommonly occurring clinical questions about using neuroimaging tools in AD patients. It also had relatively few illustrations. The chapter on vascular dementia, in contrast, was extremely well-illustrated with several images from different modalities, which would help doctors understand these changes.The other chapters in the section were good reviews of much of the research evidence in each of the respective disorders. However, there are extremely few illustrations for all these chapters, which somewhat detracts from their ability to help inform the nonresearch physician.
My favourite part of the book, and the one I think clinicians would fmd most useful, was the third part. This clearly outlined the indications for neuroimaging and described when each scan should be used. However, these chapters were quite short, and similar information about the pros and cons of each
